, and I have been asked to update this by reference to the latest facts and figures available. To some extent I am dependent on information published by or communicated to me by colleagues in different parts of the world, to whom I am grateful.
Fixation
The Mark VIII implant introduced in 1963 has four feet in the horizontal plane. This quadripedal fixation makes it very stable. If an implant is fitted which is 1 mm longer than the horizontal corneal diameter each foot rests snugly, just touching the sclera immediately behind the scleral spur (Fig 1) , i.e. avoiding the trabecular meshwork and the endothelium. The iris is not interfered with and the pupil can contract or dilate normally. The stability of the implant is unaffected by the status of the posterior lens capsule. No intraocular suturing is required. The position of the lens is of course unaffected by head posture or physical activity.
Complications
The data in Tables 1 & 2 are derived from my own series of implants except where otherwise stated. The Mark VIII implants were all supplied by Rayners except for those used by Bedilo & Nedospasov (1975) , who used Soviet brand ST-1 polymethylmethacrylate for making the implants in their own department in Archangel. Table 2 shows the average anterior chamber depths. -The mean depth in phakic eyes is 2.85 mm (T6rnquist 1953), so that it is not surprising that the introduction of the Mark VIII itnplant reduced the incidence of endothelial corneal dystrophy (ECD) (the complication which led This survey showed that there was a high degree of patient-satisfaction, and gives the following functional results: average uncorrected visual acuity, 6/24; corrected visual acuity 6/12-ti-85%, and 6/9+, 73 %; stereopsis present in 76o%.
These are comparable with the published results obtained with other lens implant techniques.
Coloured Haptics
The Mark VIII implant is the only pseudophakos which can be provided with coloured opaque haptic portions. They are of functional or cosmetic value in certain iris and pupillary disorders (Choyce 1964) ; 139 have been inserted, the proportion of grey-green to brown to blue haptics being approximately 3:2: 1.
External Fixation Implaints
The coloured haptic Mark VIII implants can be further modified by the attachment of supramid (nylon 6) loops at one or both ends if insufficient With an average follow-up of three years this is only equivalent to 120 implant years, obviously insufficient to compare with the 5200 implant years available for the study of secondary implantation. Tennant, in Dallas (personal communication), has made a particular study of primary implantation using Mark VIII lenses, and has evolved a very neat and elegant microsurgical technique for their insertion vertically (Fig 2) . Having observed his surgery, I recommend this method of performing primary implantation. His initial results have been very satisfactory (Tennant 1976) .
Conclusions
(1) The Choyce Mark VIII (1963) modification of the original Strampelli (1953) anterior chamber implant is associated with a very low incidence of endothelial corneal dystrophy, in turn associated with a physiological depth of anterior chamber and quadripedal sutureless fixation just behind the scleral spur.
(2) The ease of insertion and the absence of the complications encountered with other forms of artificial lens implantation is causing an increasing number of implant surgeons to convert to Mark VIII implantation. In the van of this movement are Bedilo & Nedospasov (USSR) and Tennant (USA). We have already heard that an intraocular implant has many advantages over the two alternative corrections for aphakiacataract glasses and contact lenses. It avoids the uncomfortable magnification of cataract glasses, and also avoids their restricted visual field. Unlike contact lenses, the implant cannot be damaged or lost or its use neglected. The lens used in this series is the Ridley Mark II anterior chamber implant. It is an all-perspex lens with a central FTed.' t.. ' :: :
The Ridley tripod lens optical part 6 mm in diameter and a haptic part tripod in shape (Fig 1) . The length varies with the size of the eye. One foot lies in the angle at 12 o'clock; the two lower feet lie at 5 and 7 o'clock. The feet are 0.5 mm thick but taper to 0.25 mm at the ends. The lens has a convex front surface but the tips of the feet are slightly curved forwards so that only the extreme tip of the foot lies in the angle. This overcomes the complication of corneal touch, leading to endothelial dystrophy, that was such a frequent complication of the original Strampelli lens in the 1950s. This series of 62 cases includes implants performed by Mr N L Dallas and myself, and covers a period of .ten years .
Operative Technique Like the iris clip and irido capsular implant, this is a one-stage operation. It is important to have a soft eye, and a mannitol drip is used routinely. The operation can be done under deep sedation with diazepam (Valium) and pethidine, or with neuroleptic anxsthesia using droperidol. The extraction is performed in the usual way with two peripheral iridectomies, a-chymotrypsin and cryoextraction. No sutures are placed til! the implant is inserted, to prevent possible entanglement with the lens. After the extraction air is injected into the anterior chamber, followed by saline which replaces the air. The implant is then held in the special introducing forceps and both inferior feet are placed in the angle at 5 and 7 o'clock. The 
